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membrane properties and seeing the effectgraphed forthem; the resultis aconvincing and
thought-provoking demonstration ofthe familiar equations that describe excitable cells.
The general format of the previous edition has been more or less retained: the book
is divided into four main parts, namely "Molecular and Cellular Mechanisms," "Sensory
Systems," "Motor Systems" and "Central Systems." However, the content of individual
chapters is changed in all four categories. The excellent list of core references has been
updated, and the numerous well-drawn diagrams of the older editions have been revised
and expanded where appropriate. As in past editions, the detailed information contained
in the body of the book and in tables is presented in the context of the experiments that
led to its discovery; in fact, many of the diagrams and tables are adapted from original
research by important scientists in the field. Both animal and human models are used as
examples, though human biology plays alargerrole in this volume than it did in past ones,
mainly in order to appeal to undergraduate or graduate students with a medical focus.
Once again, the author manages to integrate alarge amount ofinformation into aform that
is completely accessible and appealing to both incipient and advanced students in the neu-
rosciences, as well as biologists and physicians.
Chris Janson
Medical Student
Yale University School ofMedicine
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This provocative book could well serve as a metaphor for our entireAmerican system
of health care, a sort of meta-analysis. For while there is much in the book that is well-
reasoned and even incisive, much is also open to speculation and controversy. Ultimately,
this debate is what makes the book so appealing and thought-provoking. As the title sug-
gests, the early days ofmedicine in this century are seen as arewarding, though somewhat
primitive and technologically limited, period in which to practice, a "birthing" ofmedical
practice so to speak. With the steady advances made possible through technical innova-
tions from 1960-1990, several important issues began to arise: first, costpressures became
pervasive as expensive diagnostic tools and treatments became available; second, utiliza-
tion and control of health care became contentious as physicians, patients, and insurers
often assumed non-complementary roles.
Despite the central role in the health care cost crisis played by "payment mecha-
nisms" in the minds ofmany bureaucrats, patients, andphysicians, the authorbelieves that
payment mechanisms are not at all relevant to the real cost ofcare: "All the devices used
to control costs have failed so far. Costs continue to rise. The critical factor in cost and
quality ofmedical care is the competence and integrity ofthe physicians making medical
decisions." While there are different financial incentives for both doctors and patients in
different delivery systems, Dr. Fuller believes that the key issue in controlling costs is
"proper" decisions regarding utilization of services on the part ofphysicians. He goes on
to provide examples of unneccessary and even harmful procedures that have been rou-
tinely done, which he feels would not be tolerated ifthe more "procedural" physicians had
been adequately trained in the "cognitive" medicine typified by the internist or general
practitioner. Unfortunately, there have been perverse financial disincentives to many
physicians who practice truly effective medicine (in the comprehensive sense ofboth salu-
tary and cost-effective), such as non-reimbursement on the part of insurance companies
and Medicare when conscientious physicians choose a cognitive rather than procedural
approach to a patient's illness. For instance, by not admitting a patient to the hospital whoBook Reviews
does not require further treatment, Dr. Fuller points out that a physician may not be paid
for the services he already rendered.
The author, an internist and family practitioner, has practiced medicine since the
1940's, and his experience leads him to conclude that the present non-status ofthe gener-
al practitioner in America is a source ofmany problems in the system from excess finan-
cial costs to ineffective patient management, which he sees as a "human cost." He cogent-
ly argues that the terms "primary physician" and "gatekeeper" have been altered from
their initial meanings as a "principal physician" in charge ofthe overall care ofthepatient.
Dr. Fuller mentions the fact that often no one knows who is in charge of an acutely ill,
hospitalized patient with multiple organ problems, who is being seen by myriad physi-
cians for each zone of his body. In this case no one is truly responsible for the total care
of the patient. The Millis Commission, which coined the term "primary [care] physician"
in 1966, had in mind a comprehensive care physician, rather than someone to address sim-
ple health concerns such as the common cold. It imagined a highly trained individual who
could orchestrate all manner ofpatient care. For Dr. Fuller a gatekeeper in the good sense
is a physician who facilitates and oversees a patient's care by a specialist or consultant,
and through detailed knowledge of the patient's background and medical history, either
concurs or disagrees with the suggested care by a given specialist. Dr. Fuller goes on to
offer personal examples of inappropriate care by certain physicians with a narrow focus,
which might have been avoided by intervention on the part of a primary physician who
knew the patient's overall condition more closely. In the worst sense, unfortunately, the
more common sense in popular usage, the so-called gatekeeper of primary care is per-
ceived as a gaoler, an overseer of arbitrary rationing, which according to Dr. Fuller is
"antithetical to the most basic values in medicine." The essential choice, in the author's
mind, is between rational care on the part of broadly, though highly-educated generalists
and their specialist colleagues, and outright rationing of care.
One key point in the book is the distinction between medical decisions and moral
decisions. In my opinion, this excellent idea forms the crux of the author's thesis. As Dr.
Fuller points out, in the past it was possible to say to a patient's family, "Everything has
been done that can be done." But in an era of virtually endless diagnostic and therapeutic
procedures, one is instead forced to say, "Everyhing has been done that should be done."
That is to say, today's physician must make medical decisions about what is both neces-
sary and sufficient to ensure the patient's wellbeing. He writes of patients, "We give them
pills and injections. We test them. We probe them. We operate on them. We do everything
possible, even when it is uncalled for and unlikely to help." These decisions on the appro-
priateness ofcare are medical decisions, not moral ones, he writes, and it is the physician's
duty to stand up for what is medically correct for the patient, rather than acquiescing
blindly to the fancies ofthe patient or relying on moral arguments to supplant sound med-
ical judgement: "The problem comes when medical dilemmas are confused with moral
dilemmas. Moral dilemmas can only be resolved by invoking value judgements and are
exceedingly difficult of resolution. When this happens, the decision-makers (usually the
physicians) decide not to impose their value judgements on the patient and decide to do
something...despite the improbability of success. I believe this is illogical and that it leads
to much inappropriate overutilization of resources."
In the end, Dr. Fuller believes that the efficient and responsible practice of medicine,
with a resurgence in the overall importance of the primary physician (not only their num-
bers must increase, he adds, stating that we could have a surplus of so-called "primary
care doctors" and still be worse off than we are today if they do not fulfill their difficult
and important role as patient advocates) will lead to improvements in cost control, patient
satisfaction and the preservation of the medical profession as a cohesive and honorable
profession. As long as physicians are communicative and unified in their approach to
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patients, and in their refusal to tolerate infringements on their professional autonomy by
non-physicians with various motives other than rational care for their patients, the med-
ical profession can retain, Dr. Fuller feels, its public trust and sense of mission, its pro-
fessional status in other words.
Itremains to be seen ifDr. Fuller's prescription, or somemodified version, would suf-
ficiently alter medical costs to justify his belief that the payment system is a secondary
issue in cost containment measures. If his estimate that 30-35 percent of performed pro-
cedures are "unnecessary" is credible, then his suggestion to shift the next generation of
physicians toward a more cognitive than procedural approach is well-taken. However, this
dichotomy seems a bit artificial, since all physicians use elements ofthinking and physi-
cal treatment simultaneously in the majority of their cases. Certainly his plan to bolster a
comprehensive model ofprimary care is commendable and would lessen the human costs
of our somewhat disjointed system of health care delivery. He seems to have in mind a
British-style model of G.P. and consultant networks, where decision-making is an inte-
grated process of communication among doctors, leaving out the insurers' and the
patients' whims. All in all, the problems raised in this erudite, yet concise (112 pages)
book are intriguing and important ones, and it is likely that the solutions proposed will
continue to be discussed as policy decisions are made. Hopefully all physicians will listen
to Dr. Fuller's arguments for medical efficiency and self-regulation before a critical point
is reached where rational care by physicians is reduced to de jure rationing of care, and
medical decisions are increasingly made by non-medical people.
Chris Janson
Medical Student
Yale University School of Medicine
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